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Letters to the Editor Sir, Diode laser epilation has a good safety profile, especially in dark-skinned individuals. Urticaria following diode laser is unknown. Here, we report a case of dermographic urticaria induced by an 810 nm long-pulsed diode laser.
A 36-year-old homemaker presented with complaint of coarse hair in the chin area, which required chemical or physical epilation three times a month. Her past medical history was unremarkable. A baseline work-up, including complete blood counts, biochemistry, hormonal evaluation (including follicle stimulating hormone, luteinizing hormone, dehydroepiandrosterone sulfate, testosterone, prolactin), fasting blood glucose levels, and ultrasound pelvis, was within normal limits. Laser hair reduction was planned using an 810 nm diode laser with an inbuilt sapphire cooling tip (MeDioStar, Asclepion laser technologies, Germany), with the following parameters: fluence of 25 J/cm 2 , pulse width 100 ms, frequency 1.5 H, and spot size of 12 × 12 mm. Diode laser was performed in a grid-like fashion to cover the entire area in minimum number of shots as she had sparse overgrowth. Ten minutes after the laser treatment, she developed linear, erythematous, mildly itchy wheals, which were of variable lengths but were uniformly around 1 cm in width corresponding to the tip of diode laser [ Figure 1 ]; these were exclusive of the laser-induced mild perifollicular edema. The wheals subsided spontaneously in 2 hours. She had a recurrence of similar wheals 5-10 minutes after the subsequent laser sitting, which was treated with levocetirizine 5 mg given stat. The patient underwent 4 laser sessions subsequently and did not develop urticaria after prophylactic levocetirizine 5 mg tablet taken 2 hours before each session. Historically, she had chronic episodic urticaria for past 1 year but was lesion-free for 2 months before commencement of diode laser. Urticaria used to occur at a frequency of 1-2 episodes per month for past 1 year, with each episode subsiding spontaneously in 2-3 hours. She denied any history of physical urticarias, and there was no personal or family history of atopy. Dermographism was negative. She remained free from urticaria at 6 months after last laser session.
True urticaria (eruptions subsiding in 24-48 hours) due to laser is exceedingly rare and has been reported following argon laser in healthy volunteers and Nd:YAG laser for tattoo removal. [1, 2] On the other hand, laser-assisted epilation has been reported to cause urticaria-like eruptions, which subsided in 3-30 days following laser. The incriminated lasers include 755 nm Alexandrite, Nd:YAG, and 810 nm diode laser with fluence of 24 J/cm 2 . In the latter, eruption had been diagnosed as urticarial vasculitis, in which, the urticaria resolved after 72 hours while ecchymosis took 7 days to subside. [3] [4] [5] The exact reason for urticaria following laser epilation is unknown and numerous proposed mechanisms include neurogenic mediators, photothermolysis-induced antigen release from ruptured hair follicle, and surface coolant sprays. [1, 3, 6] In our patient, diode laser may have acted as a trigger for dermographic urticaria possibly by causing local mast cell degranulation. Cold-induced dermographic urticaria was unlikely in our patient as her lesions were linear and we performed surface cooling in a circular manner.
The inability to perform a re-challenge test in the form of laser test patch on a distant site to reconfirm laser as the cause of urticaria was our sole limitation.
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Sarcomatoid Carcinoma of the Hard Palate: An Unusual Cause of Palatal Ulcer
Sir, Sarcomatoid (spindle cell) carcinoma of the head and neck, a subtype of squamous cell carcinoma, is a rare biphasic neoplasm. It has more aggressive behaviour as compared to classical squamous cell carcinoma and rarely presents as a palatal ulcer. We report the case of a 23-year-old female who presented with ulceroproliferative growth on the hard palate, gum hyperplasia, blackening of teeth, facial swelling, and pain.
The patient initially noticed a painful crusted erythematous papule on the anterior aspect of the hard palate 1.5 years back. The lesion progressively increased in size and was associated with diffuse swelling of central face and persistent pain in the head and right paranasal area. She also had epiphora from both eyes. However, there was no history of bleeding, foul discharge or epistaxis. She had mild anorexia but did not complain of weight loss and fever. There was no history of tobacco chewing, smoking, alcohol use, previous irradiation, or poor oral hygiene. There was no history of hematuria, breathing difficulty, or palpable purpura. On examination there was an ill-defined polypoidal, moderately tender, soft-to-firm 4 × 4 cm ulceroprofilerative growth on the hard palate covered with white adherent slough [ Figure 1 ]. There were softer, non-friable polypoidal growths involving the upper gingiva along with destruction of alveolar margins. In addition, there was a polypoidal growth on the right lateral nasal wall. There was no significant lymphadenopathy or organomegaly. We kept differentials of Wegener's granulomatosis, malignancy, tubercular ulcer, rhinosporidiosis, and deep fungal infections. Her laboratory evaluation revealed anemia (hemoglobin: 9.6). Routine urine examination revealed mild hematuria (2-3 red blood cells per high power field). Cytoplasmic antineutrophil cytoplasmic antibodies was weakly positive (1:20) . Staining for acid fast bacilli, KOH, and Gram's stain; gene expert; and culture for tuberculosis was negative. Her mucosal biopsy revealed focally ulcerated hyperplastic stratified squamous epithelium [ Figure 2a ], with dense surface acute inflammatory exudate, fibrin deposition and large areas of necrosis. Subepithelium showed spindle cell proliferation [ Figure 2b and c], with nuclear pleomorphism and increased mitotic activity [ Figure 2d ]. Tumor cells were positive for cytokeratin and S100, and negative for human melanoma black 45 and smooth muscle actin [ Figure 3 ]. Overall features were those of sarcomatoid carcinoma. Contrast-enhanced computed tomography of the head revealed ill-defined heterogeneous soft tissue thickening with geographic lytic destruction of both the palatal processes of maxilla and alveolar ridges overlying maxillary sinuses [ Figure 4 ]. Positron emission tomography scan showed metabolically active primary pathology in the hard palate with metastasis to left cervical lymph node. The patient was transferred to surgical oncology for further management where she was advised surgery followed by radiotherapy.
Discussion
Squamous cell carcinoma has many morphological and
